INTRODUCTION AND OBJECTIVES: To preserve renal function, partial nephrectomy is recommended to patients with small renal masses. However, controversy still exists as to whether prolonged ischemic time adversely affects the incidence of chronic kidney disease. We assessed the effect of prolonged ischemic time to global renal function following partial nephrectomy.
INTRODUCTION AND OBJECTIVES: To preserve renal function, partial nephrectomy is recommended to patients with small renal masses. However, controversy still exists as to whether prolonged ischemic time adversely affects the incidence of chronic kidney disease. We assessed the effect of prolonged ischemic time to global renal function following partial nephrectomy.
METHODS: We reviewed data from 1,588 patients who underwent open or robotic partial nephrectomy for clinical T1 renal tumor with normal renal function (estimated glomerular filtration rate [eGFR] 60 mL/min/1.732). Patients were subjected to group A (ischemic time 30 minutes) or group B (ischemic time > 30 minutes). Propensity score matching was used to adjust for potential confounders, which resulted in 320 patients in each group. Postoperative renal function was evaluated at the last follow-up visit. Multivariate analysis was used to determine predictors for the newly acquired CKD (eGFR < 60 mL/min/1.732).
RESULTS: In the groups A and B, mean ischemic time was 19.8 and 40.2 minutes respectively. There were no statistically significant differences in other baseline variables between the groups. After a median follow-up of 37 months, mean postoperative eGFR was similar (84.5 vs. 83.2 mL/min/1.732, p ¼ 0.424) and the rate of CKD did not differ in the two groups (6.3% vs. 7.2%, p ¼ 0.636). Prolonged ischemic time did not affect the newly acquired CKD among the open partial nephrectomy subgroup (p ¼ 0.847) and those with robotic partial nephrectomy (p ¼ 0.160). Moreover, dividing ischemic time into five groups ( 20, 21-30, 31-40, 41-50, and 50 minutes) provided no further information on new onset CKD (7.5%, 4.8%, 7.0%, 7.9%, and 6.5%, p ¼ 0.865) compared with the two groups with a cut-off at 30 minutes.
CONCLUSIONS: In patients with a normal baseline renal function, prolonged ischemic time is not an independent predictor of CKD following partial nephrectomy. INTRODUCTION AND OBJECTIVES: Given the technical advantages offered by the robotic platform, there has been an upward trend in the utilization of robotic partial nephrectomy however little information exist on conversion from robotic partial nephrectomy (RPN) to radical nephrectomy (RN). Our aim was to identify the preoperative factors associated with conversion from RPN to RN, and to report the incidence of this event.
Source of
METHODS: Using our institutional review board-approved database, we abstracted data on 1023 RPN cases performed at our center between 2010 and 2015. Standard and converted cases were compared in terms of patients and tumor characteristics and perioperative, functional, and oncological outcomes. Logistic regression analysis was used to identify predictors of radical conversion.
RESULTS: The overall conversion rate was 3.1% (32/1023). The most common reasons for conversion were tumor involvement of hilar structures (n¼8, 25%), Failure to achieve negative margin on frozen section (n¼7, 21.8%), suspicion for advanced disease (n¼5, 15.6%), and failure to progress (n¼5, 15.6%). Patients requiring conversion were older (p<0.01) and had higher Charlson scores (p<0.01), including increased prevalence of CKD (p¼0.02). Increasing tumor size (5 vs. 3.1 cm, p<0.01) and R.E.N.A.L score (9 vs. 8, p<0.01) also were associated with increased risk of conversion. Worse baseline renal function (OR 0.98 95% CI 0.96-0.99 p¼0.04), high tumor size (OR 1.44, 95% CI 1.22-1.7, p<0.01), and increasing R.E.N.A.L score (p¼0.02) were independent predictors of conversion. Compared to converted cases, standard RPN cases had similar short-term oncological outcomes but better renal functional preservation (p<0.01) at latest follow-up.
CONCLUSIONS: At a high-volume center, the rate of RPN conversion to RN is 3.1% including 2.2% of preoperatively anticipated nephrectomy cases. Increasing tumor size and complexity and poor preoperative renal function are the main predictors of conversion.
Source of Funding: None

MP49-07 INCIDENCE AND RISK FACTORS OF POSTOPERATIVE HYPERTENSION AFTER PARTIAL NEPHRECTOMY FOR RENAL TUMORS
Masaharu Inoue*, Yasuhisa Fijii, Masaya Ito, Toshiki Kijima, Soichiro Yoshida, Minato Yokoyama, Junichiro Ishioka, Yoh Matsuoka, Kazutaka Saito, Kazunori Kihara, Tokyo, Japan INTRODUCTION AND OBJECTIVES: Partial nephrectomy (PN) is now a preferred surgical option for small renal masses. However, renal parenchymal damage caused by PN has theoretic potential to induce hypertension (HT). We previously reported our preliminary findings indicating that PN could be related to the progression of HT in a small cohort (Inoue M, et al. Int J Urol. 2015). In this study, we aimed to clarify the effects of PN on the progression of HT, and investigate its risk factors in a larger cohort of patients with renal tumors. METHODS: Two hundred and ninety-five patients with renal tumors who underwent PN (N ¼ 188) or radical nephrectomy (RN) (N ¼ 107) between January 2012 and March 2016, and agreed to participate in this study, were enrolled. PN was carried out without vascular clamping in all but five patients (3%). We asked the participants to measure their home blood pressure (BP) in the morning and at bedtime for seven days, and to report these measurements and any use of antihypertensive medications at the time of the follow-up survey. Preand postoperative BP was calculated as the mean of the morning and bedtime BP measured on the day before the surgery, and the mean of all home BP measurements taken for postoperative seven days, respectively. The endpoint of this study was nephrectomy-related HT (NR-HT), defined as postoperative BP 140/90 mmHg with an increase of 20 mmHg from preoperative BP.
RESULTS: In the PN and RN patients, the median age was 58 years and 62 years (p ¼ 0.042), and tumor size was 2.5 cm and 5.0 cm (p < 0.001), respectively. Before the surgery, 72 (38%) of the PN patients and 42 (39%) of the RN patients were taking antihypertensive medications (p ¼ 0.872). The median interval between the surgery and the follow-up survey was seven months. In the PN patients, mean preand postoperative BP was 125/74 mmHg and 129/79 mmHg, respectively, showing both systolic (p < 0.001) and diastolic BP (p < 0.001) increased significantly after the surgery. In the RN patients, there were no significant changes in BP after the surgery. Twenty (11%) of the PN patients and three (3%) of the RN patients developed NR-HT (p ¼ 0.009). Antihypertensive medications were added postoperatively in 23 (12%) of the PN patients and six (6%) of the RN patients (p ¼ 0.056). Multivariate analysis in the PN patients identified acute kidney injury (odds ratio (OR) 3.30, p ¼ 0.034) and higher postoperative peak serum C-reactive protein level (OR 3.01, p ¼ 0.026) as independent risk factors for NR-HT.
CONCLUSIONS: Postoperative HT was more common in PN patients than in RN patients. Renal parenchymal damage during PN may contribute to the progression of HT.
Source of Funding: none
MP49-08
INTRODUCTION AND OBJECTIVES: The elective indication for off-clamp (Off-C) partial nephrectomy (PN) in patients with good baseline renal function remains controversial. The aim of this study is to compare the risks of developing a severe (stage 3b) chronic kidney disease (CKD) in patients with cT1-2/N0/M0 renal tumors and baseline estimated glomerular filtration rate (eGFR) >60 ml/min after either Off-C or on-clamp (On-C) PN.
METHODS: A prospective 00 renal cancer 00 database of two high volume centers was queried for 00 cT1-2/N0/M0 00 tumors, 00 PN 00 and 00 baseline eGFR>60 mL/min 00 . Overall 1073 patients met the inclusion criteria (483 Off-C and 588 On-C). A 1:2 propensity score-matched (PSM) analysis was employed to minimize the selection bias of nonrandom treatment assignment of patients. Kaplan-Meier method was used to compare the PSM cohorts specific risks of developing a CKD stage 3b during follow-up in the PSM cohorts, and the log-rank test was applied to assess statistical significance between groups. Univariable and multivariable Cox regression analyses were performed to identify independent predictors of developing a CKD stage 3b.
RESULTS
: On-C patients were significantly younger (p¼.001), less frequently smokers (.01), with a lower incidence of diabetes (.001) and hypertension (.001), lower ASA scores (<.001), higher baseline eGFR values (.003), smaller tumor sizes (<.001), and higher incidence of positive surgical margins (.021). After applying the PSM analysis, the two cohorts of 221 On-C and 485 Off-C PN cases did not differ for all clinical and pathologic covariates (Table 1; all p .06). The probability of developing a CKD stage 3b was significantly higher (log rank p¼.006, Figure 1) in the On-C cohort (2, 5 and 8yr risk 0.9, 5.1 and 12.8% vs 0.6, 1.2 and 1.2% in the Off-C cohort, respectively). On-C technique was associated with a 5.2 fold increased risk of developing CKD stages 3b compared with the Off-C approach (HR 5.2 [95% CIs 1.4-18.9]; p¼.012). At multivariable regression analysis, eGFR at discharge and Off-C PN were independent predictors of outcomes. For each increasing mL/min of eGFR at the discharge the risk of developing a CKD stage 3b was reduced by 5% (HR 0.95 [95& CIs 0.93-0.97]), while On-C approach was associated with a 5.8 fold increased risk of developing a CKD stage 3b .
CONCLUSIONS: Conclusions: This study highlights the beneficial role of an Off-C approach in patients with cT1-2/N0/MO renal tumors and good baseline renal function candidate to elective PN. score is proposed for the standardized reporting of resection techniques in PN. We compared surgical outcomes, defined according to SIB score, of robot-assisted laparoscopic partial nephrectomy (RAPN) between the resection and the enucleation.
Source of
METHODS: Patients who underwent RAPN between 2013 and 2016 participated in our study. SIB score was macroscopically evaluated immediately after the surgery. We divided patients into the following two groups: enucleation (SIB score of 1 or 2) and resection (SIB score of 3-5). The following outcomes were compared between the two groups: decrease in estimated glomerular filtration rate (eGFR), ischemia time, console time, estimated blood loss, surgical margin status, incidence of urological complications. Multivariate linear regression analysis was performed to demonstrate the predictive factors of decrease in eGFR. Postoperative eGFR was evaluated between 1 and 3 months after surgery.
RESULTS: This study included 283 patients, 48 patients in the enucleation and 235 patients in the resection. The patients 0 background (age, sex, and body mass index, preoperative eGFR) were not significantly different between the two groups. The patients in the enucleation had more complex (RENAL NS, 10-12; enucleation, 29% vs. resection, 8%) and larger tumors (enucleation, 34 mm vs. resection, 28 mm) than patients in the resection. The incidence rates of urological complication and negative surgical margin were not significantly different. Multivariate linear regression analysis revealed that higher age, highercomplexity tumor, longer warm ischemia time, better preoperative eGFR, and resection technique (vs. enucleation) were predictive factors of a higher decrease in eGFR (Table) .
CONCLUSIONS: The enucleation was applied to highcomplexity tumors. The multivariate analysis revealed that the enucleation might be better than the resection technique in terms of preservation of renal function with similar oncological outcomes.
